Two general categories of consumer characteristics are examined as predictors.' The first, health motivation, is defined as consumers' goal-directed arousal to engage in preventive health behaviors (see Maclnnis, Moorman, and Jaworski 1991; Park and Mittal 1985) . This characteristic focuses on consumers' willingness to perform or interest in performing health behaviors.
The second, health ability, refers to consumers' resources, skills, or proficiencies for performing preventive health behaviors. Seven consumer characteristics reflecting health ability are investigated: health knowledge, health status, health locus of control, health behavioral control, education, age, and income. In this model, each characteristic is viewed as a resource or skill that consumers exhibit to varying degrees. For example, health knowledge and education levels reflect an expertise that assists in health information processing and in selecting healthy behaviors. Likewise, age and health status reflect resources that indicate consumers' mental and physical abilities to select and implement health behaviors. Income reflects consumers' financial abilities to implement health behaviors. Finally, health locus of control and health behavioral control beliefs, which reflect a sense of control over health outcomes and behaviors, indicate greater perceived ability to engage in health behaviors.
A focus on motivation and ability as predictors of behavior is consistent with prior research. In the literature on planned change, for example, variables reflecting target adopters' motivation and ability are stressed as important preconditions for attitudinal and behavioral change (Davis 1973 Other research describes the effects of interactions among motivation and ability, such as Bettman and Park (1980) , who conclude that consumers who are moderately motivated and moderately able perform information-processing activities most effectively; Maclnnis and Jaworski (1989) , who propose that ability moderates the effect of motivation on ad information processing; and Maclnnis et al. (1991) , who theorize, and Maheswaran and Sternthal (1990) , who demonstrate, that high ability and high motivation result in the highest processing level.
The proposed model theorizes that health motivation independently influences consumers' preventive health behaviors (referred to as health behaviors throughout). Health motivation activates consumers and drives them to pursue health behaviors, which are presumably important goals or values (Celsi and Olson 1988). Health motivation also moderates the impact of health ability on health behaviors. In this way, health motivation stimulates consumers to put their knowledge, skills, or resources into practice. Table 2 contains the literature used to generate the proposed hypotheses. Research examining health motivation has found it to be associated with most health behaviors. Likewise, the consumer research literature has found that motivated consumers devote more attention to and exert greater cognitive effort toward the processing of relevant information (see Celsi and Olson [1988] for a review of this literature). Similarly, we propose that health motivation will increase consumers' health information acquisition and health maintenance behaviors. The rationale, in this case, lies in the fact that health motivation's arousal should drive consumers to engage in health behaviors. We hypothesize:
Hypothesized Relationships
Hi: Consumers with higher health motivation levels will perform more health behaviors than will consumers with lower health motivation levels.
Considering health abilities, health knowledge refers to the extent to which consumers have enduring healthrelated cognitive structures. Several health studies report that highly knowledgeable consumers acquire and retain more information (see Table 2 ). These findings indicate, as consumer research has, that knowledge may ease the encoding of information, which may make acquisition more likely (Alba and Hutchinson 1987; Brucks 1985; Johnson and Russo 1984; Maclnnis et al. 1991 ). Other research, however, indicates that high knowledge levels may reduce consumers' acquisition of information if they feel less need for more information (Table 2 ; Bettman and Park 1980; Maclnnis and Jaworski 1989). One way to minimize these possible negative effects is to ensure that knowledgeable consumers are also highly motivated. High motivation will offset knowledgeable consumers' tendency to reduce information acquisition, while not diminishing the facilitating role that current knowledge can play in information acquisition activities. Table 2 indicates the same equivocality associated with the effect of health knowledge on health maintenance behaviors. One way to interpret these mixed results is to suggest that health knowledge will affect health behaviors only when health motivation is present. Theory supports this perspective by viewing knowledge as an important starting point in decision making but not ensuring behavioral implementation (Lavidge and Steiner 1961; Ray et al. 1973 ). However, other research suggests that, when knowledgeable consumers are motivated, the likelihood of behavior increases (Rogers 1983 ). We predict:
'Consumer characteristics can also be conceptualized from the perspective of the PRECEDE model, which views them as predisposing (enduring), enabling (situational), or motivating in nature (Anderson and Newman 1973). H2: Consumers with higher health knowledge levels will perform more health behaviors than will consumers with lower health knowledge levels when health motivation is high as opposed to low.
Health status refers to consumers' perceived physical and mental well-being. We conceptualize good health as a health ability and suggest that consumers can utilize their current health as a resource to assist them in engaging in additional health behaviors. The literature, however, indicates that health status has not always been found to positively affect health behaviors (see Table  2 ). To explain these results, we theorize that a healthy status will facilitate health behaviors only when consumers are also motivated with regard to health. Specifically, motivated consumers will use their health as a resource to maintain it. For example, physically fit consumers use this status to facilitate the enactment of exercise behaviors. Unmotivated consumers, however, are likely to become complacent in their good health and perform no additional health behaviors to maintain it. We hypothesize: H3: Consumers with higher perceived health status levels will perform more health behaviors than will consumers with lower perceived health status levels when health motivation is high as opposed to low.
Health locus of control refers to consumers' enduring beliefs that health outcomes are controllable (Rotter 1966) , with "internals" believing that outcomes are contingent on their own behaviors or personal qualities and "externals" believing that outcomes are controlled by others, luck, or fate (Seeman and Evans 1962).2 As Table 2 suggests, studies examining the effect of health locus of control on health information acquisition and health maintenance behaviors present varied results. Following from other research, this inconclusiveness may indicate that health locus of control is moderated by health motivation (Lau et al. 1986; Wallston et al. 1976 ).3 That is, motivated consumers would use perceived control over health outcomes to engage in health behaviors, but unmotivated consumers would not. We hypothesize: H4: Consumers with higher health locus of control levels will perform more health behaviors than will consumers with lower health locus of control levels when health motivation is high as opposed to low.
Another health ability, health behavioral control, refers to consumers' enduring beliefs that health behaviors can be successfully executed (Bandura 1977). Health behavioral control differs from health locus of control in its focus on control over health behavior performance rather than control over health outcomes. The literature on behavioral control has not been concerned with health information acquisition; however, research has generally found a positive relationship between behavioral control and health maintenance behaviors (see Table 2 ). Behavioral control's effects can, in part, be attributed to the confidence that such beliefs give to consumers engaging in costly health behaviors (in terms of emotional, behavioral, and time costs; Bagozzi and Warshaw 1990) and to the increased persistence high behavioral control consumers exhibit (Bandura 1977). In addition to these effects, health motivation should improve behavioral control's effects. Specifically, the presence of health motivation ensures that consumers who are confident in their ability to enact health behaviors are, in fact, interested in doing so. This combination is more predictive than behavioral control alone. Hence, we hypothesize: H5: Consumers with higher behavioral control levels will perform more health behaviors than will consumers with lower behavioral control levels when health motivation is high as opposed to low.
Education refers to level of formal education. As Table 2 reflects, education has been found to encourage most types of health information acquisition and health maintenance behaviors. Despite this, we believe health motivation will improve the effects of education on health behaviors similar to its predicted effect on health knowledge. Specifically, health motivation should ensure that knowledge acquired through education will assist in the processing of health information and the enactment of health maintenance behaviors. Hence, we hypothesize: H6: Consumers with higher education levels will perform more health behaviors than will consumers with lower education levels when health motivation is high as opposed to low.
Age reflects consumers' mental and physical ability to engage in health behaviors. Following other research, increased age is viewed as constituting less ability (Cole and Gaeth 1990; Spotts and Schewe 1989). Reviewing age research, some studies suggest that age inhibits health information acquisition because of elderly consumers' declining cognitive and perceptual skills; others find no difference between old and young consumers (see Table 2 ). Research regarding the effects of age on health maintenance behaviors is also mixed, suggesting that age may interact with other consumer characteristics to influence health behaviors. Following our focus on the moderating role of health motivation, we theorize that it will moderate the impact of age on health be2Health locus of control has also been conceptualized as multidimensional, consisting of self-control, powerful-other-control, chancecontrol, and no-control beliefs (see Lau and Ware 1981), although there has been mixed success in validating these dimensions (Eiser et al. 1989 ). 3Health locus of control studies examining the moderating role of health motivation have typically labeled it health value. Shannon (1989) Frequency of milk consumption (0); commitment to consume milk (+) Moorman (1990) Motivation to process nutrition labels (+); comprehension and elaboration of nutrition labels, quality of food selection behavior ( haviors. However, in contrast to the previous hypotheses that propose that health ability differences emerge when health motivation is high (as opposed to low), this and the next hypothesis propose that health ability differences emerge when health motivation is low (as opposed to high). Specifically, age is predicted to have a detrimental impact on health behaviors only when health motivation is low. High health motivation levels, on the other hand, should mitigate the negative effects of age on health behaviors, and no differences should be found. We hypothesize: H7: Younger consumers will perform more health behaviors than will older consumers when health motivation is low as opposed to high.
Income reflects consumers' financial ability to engage in health behaviors. Little research has been performed regarding the effect of income on health information acquisition, and only two studies report a positive effect. For health maintenance behaviors, a number of studies have found a positive effect; however, results are somewhat mixed (see Table 2 ). As with the other health abilities, the effect of income is theorized to be influenced by health motivation. In the case of health information behaviors, health motivation should encourage lowerincome consumers to acquire information to overcome feelings of alienation (McLeod and Kessler 1990) and limited access to health professionals (Myers, Lindenthal, and Pepper 1975) . Likewise, health motivation should encourage lower-income consumers to perform health maintenance behaviors to overcome the normative pressure to use alcohol and tobacco products in lowerclass subcultures (Haan, Kaplan, and Camacho 1987) and the limited access to healthy products and health services (Friedman 1990 ). Therefore, income is predicted to have a detrimental impact on health behaviors only when health motivation is low. When motivation is high, however, lower-income consumers should be able to overcome these disadvantages. We predict: H8: Higher-income consumers will perform more health behaviors than will lower-income consumers when health motivation is low as opposed to high.
METHOD Pretesting
Following definitions of the construct domains, measures were adopted from past research or generated for this study. Most theoretical constructs in the study were measured with multi-item scales. A pretest was administered to 67 undergraduate students in an introductory marketing class to purify the measures and generate final scales that were internally reliable and had low intercorrelations. The final questionnaire reflected only minor format changes.
Sampling and Procedures
Respondents who differed on characteristics critical to our theory were selected. To obtain a wide range of responses, two sampling techniques were used. First, a stratified sample with random selection for lower-income, higher-income, and elderly consumer strata was used. Lower-and higher-income consumers were obtained by randomly selecting households in lower-and higher-income neighborhoods in Madison and Milwaukee, Wisconsin.4 The response rate was slightly higher among the higher income (67/118 = 57 percent) than the lower income (51/118 = 43 percent). Older consumers were randomly selected from adult centers (where elderly consumers spend the day) and retirement communities (51/118 = 43 percent), and young consumers were retained from the pretest (67/67 = 100 percent). Second, a random sample of consumers was selected from telephone directories in the same cities and contacted by mail to generate variation on the other consumer characteristics (168/375 = 45 percent).
In both samples, respondents received a letter describing the research, a consent form, and a questionnaire. A single dollar bill was affixed to the cover letter as a token of appreciation and as a way of increasing response rates. Respondents were asked to refrain from using reference material and to return the questionnaire in a prepaid, enclosed envelope. Overall, the response rate was 51 percent after removal of incomplete and ineligible responses.
Measurement
The final survey instrument contained measures of the consumer characteristics and health behaviors (see Appendix). Following Churchill's (1979) measurement paradigm, the reliability of each dependent variable was assessed by calculating coefficient alpha. Item-to-total correlations were also inspected and items with particularly low correlations were eliminated if doing so did not diminish the measure's coverage of the construct domain. This analysis indicated that tobacco nonuse and alcohol moderation had low correlations with other measures and did not correlate well with one another. These behaviors were, however, retained as single-item measures in the analysis because of their importance to public health. Following this., the unidimensionality of the multi-item dependent measures was assessed using LISREL 7 (Gerbing and Anderson 1988; Joreskog and Sorbom 1989). Models ranging from one to eight factors were estimated, corresponding to the number of multi-item dependent measures. Two sets of dependent variables suggested a structure other than that theorized: health professional service utilization and 4The low-income neighborhoods included Section 8 housing and other neighborhoods with home values below $50,000; the high-income neighborhoods included home values over $200,000. Questionnaires were hand delivered to every fourth household. aMeasure is a Pearson correlation. bTo create this measure, the chance-control and no-control items were recoded and combined with the self-control and provider-control items to reflect the degree of control over health outcomes. The original Lau and Ware Hic scale has only eight provider-control items. Two additional items were added because pretesting suggested they reflected the same domain as the original items (see Appendix).
health professional information acquisition showed evidence of high cross-loadings (indicating one factor instead of two), whereas dietary behaviors eliminating negative products and adding positive products had weak loadings (indicating two factors instead of one). Given this, the health professional variables were combined and the diet variables were separated (see Table  3 ). The predicted number of factors had a superior fit as indicated by goodness-of-fit indices (GFI, chi-square), by low cross-loadings between factors, and by significant factor loadings (t > 2.00).5
Identical procedures were followed for the independent variables (see Table 3 ). In addition, because previous research has dealt with each dimension of the health locus of control construct as a single measure, we examined whether the data fit this structure or a structure combining the dimensions into a composite measure. To do so, measures were constructed for each of four types of control (i.e., self-control, provider-control, chance-control, and no-control). Following this, a confirmatory factor model was assessed in which the summated scales were used as indicants of the theorized higher-order constructs. The model fit the data well (2) 1.28, p < .53, GFI = .99), better than the null model, which allowed each type of control to be a single construct (A = .98). Furthermore, all indicants loaded significantly on the theorized higher-order construct (t > 2.00). Given these results, health locus of control was constructed as a single variable.
RESULTS

General Theory-testing Approach
Prior to analysis, several procedures were undertaken. First, in creating interactions, independent variables were first mean centered to reduce collinearity (Cronbach 1987). Second, multicollinearity levels among the independent variables was assessed and determined not to be harmful, given that all variance inflation factors (VIF) were less than 10 (see Mason and Perreault 1991). Third, the correlation among the eight dependent variables was determined to be reasonable with a range of p = .01-.48 and most variables correlated at p < .20.
The hypothesized relationships were tested in a multivariate general linear model in which the independent variables (i.e., main and interaction effects associated with the consumer characteristics) were modeled as factors affecting the correlated health behaviors.6 Following Pedhazur (1982), a model containing the main effects was first estimated (Wilks's X = .21, approximate F(64,2680) = 7.13, p < .001), followed by the estimation 5For the dependent variables, chi-square was significantly smaller for the six-factor model (Ax1) > 3.84) than competing factor models. Similarly, for the health ability characteristics, chi-square was significantly smaller for the three-factor model than for competing factor models. One of the self-control over health outcomes measures associated with health locus of control had a t-value of 1.6 but was retained to ensure coverage of the theoretical domain. Results also indicate that health knowledge has several main effects on health behaviors. Specifically, health knowledge has a positive effect on all the health maintenance behaviors (except life balancing); it also has a positive effect on the acquisition of health information from media sources, a negative effect on casual sources, but no effect on health professional contact. Together, these results suggest that the hypothesized interaction between health knowledge and health motivation is supported only for certain health behaviors, whereas health knowledge alone more effectively predicted others. Therefore, Hypothesis 2 is partially supported.
Hypothesis 3 predicted that perceived health status would be moderated by health motivation such that healthy consumers would perform more health behaviors than unhealthy consumers when health motivation is high. Results indicate that perceived health status is moderated by health motivation for half of the eight health behaviors. In all these interactions, however, when motivation is high, health status has a negative relationship with health behaviors, including media information acquisition (,B = -.12), professional contact = -.27), diet addition ( = -.02), and life balancing ( -.10). However, when motivation is low, health status has a positive relationship with these health behaviors. These results do not support Hypothesis 3. Hypothesis 5 predicted that health motivation would increase health behavioral control's effect on health behaviors. Results do not support Hypothesis 5, as there were no significant interactions. However, health behavioral control did have a positive main effect on health professional contact, life balancing, diet restriction, diet addition, and tobacco restriction, while having no effect on media or casual information acquisition.
Hypothesis 6, which hypothesized that education would interact with health motivation to improve health behaviors, also receives little support. Results indicate that education interacts with health motivation for consumers' use of media sources such that, for motivated consumers, education is negatively related to health information acquisition from media sources ( =-.87).
However, for unmotivated consumers, education is positively related to the acquisition of media information ( = .3 1). Other interactions involving ed7The formula for calculating the approximate F associated with Wilks's X is the sum of squares between (ssb)/sum of squares error (sse). The degrees of freedom for ssb is nhP, where nh is the number of independent variables and p is the number of dependent variables; the degrees of freedom for sse are Ml -1 -nhp/2, where I = [(p2nh -4)/(p2 + nh2 -5)]1/2, and M = n, -(p + 1 -nh)/2, where ne is the degrees of freedom for the sum of squares and cross-products matrix, as calculated in the MANOVA subroutine (SPSS 1991, p. 148). 8Although we will not plot lines, Aiken and West (1992) suggest that various levels of health ability (Xind) could be entered into the equation at X ? 1 r levels to depict the relationships. No other interactions were found. This lack of interactions also does not support the idea (not formally hypothesized) that high motivation would attenuate differences between older and younger consumers. Instead, age has a negative main effect on consumers' use of media and casual sources, and a positive main effect on life balancing, diet restriction, and diet addition.
Hypothesis 8 postulated that low income would have a detrimental impact on health behaviors only when health motivation levels were also low. Results indicate one interaction, in which, among the unmotivated, lower-income consumers acquire more media information than higher-income consumers (f = -.03).
However, among the motivated, higher-income consumers acquire more than lower incomes (f = .09). As these effects are not found for the other health behaviors, they indicate limited support for Hypothesis 8. Furthermore, although not formally hypothesized, high health motivation levels contributed to, as opposed to attenuating, differences due to income. Finally, income has a positive main effect on professional contact and tobacco nonuse.
DISCUSSION
This research modeled the relationships between a series of consumer characteristics, classified as either health ability or health motivation, and eight health behaviors, classified as either health information acquisition behaviors or health maintenance behaviors. The general structure of the relationships was that health motivation would individually facilitate health behaviors, whereas the effect of health ability would be strengthened by the presence of health motivation. A key objective was to provide insight into the mixed results found in the literature and to arbitrate alternative theories regarding the effects of various consumer characteristics on health behaviors, especially those involving health knowledge, health status, health locus of control, age, and income. At a general level, results suggest that the interaction approach does increase predictive validity over the main effects. This fact indicates that more investigation into the complex nature of health behavior determinants is warranted.
Despite the added complexity, the interaction of health motivation and the health abilities does not uniformly drive consumers' health behaviors in positive ways. Instead, the effectiveness of the interaction appears to depend on the particular manifestation of the ability variable. To illustrate, higher use of media sources of health information was found for highly motivated but less able (i.e., low health locus of control, low education, and low health status) consumers. On the other hand, higher use of media sources was found for highly motivated but more able (i.e., high health knowledge, high income) consumers. Discovery of the mixed nature of these interactions contributes to future theory development by suggesting that ability and motivation are not always critical precursors of behavior, as past research has theorized.
Future research, therefore, should consider a wider array of consumer characteristics and incorporate a more interactive view of these characteristics in theory development and theory testing. This recommendation may indicate that consumer researchers who have typically studied consumers' health behaviors through tightly controlled experimentation (see Cole and Gaeth 1990; Moorman 1990; Scammon 1977) should shift to the larger, more complex studies typically performed in public health, epidemiology, and behavioral medicine (see Russo et al. 1986 ). A big study approach allows for a wider range of consumer characteristics and health behaviors, which the present research indicates will result in more realistic and complex results. This recommendation also points to a limitation of this research which is that the samples are confined to a particular geographic area. Future research may wish to replicate these results in a national probability sample.
Another important, albeit not formally hypothesized, lesson of the interaction approach is its findings regarding age and income. Health motivation does not attenuate the negative effects of older age and lower income on health behaviors and especially fails to explain the mixed past results associated with age. Instead, the present research indicates that age has considerable predictive value as a main effect, affecting health maintenance behaviors positively and health information acquisition behaviors negatively. Income, on the other hand, has considerably less value as a main effect predictor. Both results have important implications for the design of health programs. For example, the interaction effect results suggest that using health programs to increase consumers' health motivation levels will not eliminate differences attributable to age or income. Furthermore, segmenting income or age groups on the issue of health motivation does not appear to be useful. As a result, different programs will need to be developed for groups distinguished by age and income. To illustrate, this research indicates that health information programs targeting older consumers should disseminate information through health professionals (one information source that is not negatively related to age) and should reinforce their current high health maintenance behaviors through provider channels or other noninformation-based channels.
An important set of results concerns the issue of how knowledge relates to behavior. We theorized that health knowledge would relate to health behaviors only when health motivation was present. This prediction was supported by significant interactions involving the acquisition of media information and the restriction of negative dietary elements. Therefore, for these two behaviors, health knowledge and health motivation, produce the highest health behavior levels. We also discovered that health knowledge alone is sufficient to facilitate nearly all of the health behaviors, while reducing only the use of casual sources. Together, these results allow us to conclude that there is little risk that health knowledge may interfere with health information acquisition behaviors, a conclusion that past research has drawn. On the contrary, our results suggest that knowledge facilitates most health behaviors including health information acquisition.
Unlike knowledge, health locus of control was negatively associated with health outcomes, both alone (except for life-balancing behaviors) and when interacting with health motivation. These results run counter to a great deal of research that has suggested that control over health outcomes facilitates health behaviors. We did, however, see that control over health behaviors (i.e., behavioral control) was an effective predictor. Our findings indicate that future theory should address the interrelationship among these control orientations to determine the extent to which they work together, as opposed to independently, to influence health behaviors (Bandura 1977). It appears that in practical terms health programs should focus on control over health behaviors, not control over health outcomes.
One health ability greatly influenced by health motivation is perceived health status. Results indicate that, contrary to expectations, motivated consumers with an unhealthy status perform more health behaviors than motivated consumers with a healthy status. One way to interpret these findings is that motivated consumers with an unhealthy status use their lack of health as a way to justify the need for action. If true, a currently healthy status could be viewed as a health liability as opposed to a health ability as it may create an illusion of well-being that reduces consumers' health behaviors (Taylor and Brown 1988) . Further research should investigate why consumers do not utilize health status as a resource for engaging in further health behaviors and why an unhealthy status appears to contribute more than a healthy status. One approach would be to examine the alternative explanation that healthy consumers underrate their health status because of their likely awareness of health issues and potential problems, whereas unhealthy consumers tend to overrate their health status because of their lack of awareness and denial of health problems. One way to overcome this problem would be to utilize a different operationalization of health status, such as perceived health status relative to average person of the same age (which would provide a common frame of reference) or more objective indicators of health (e.g., physical examination information or performance on a mental health assessment instrument). These approaches would overcome possible limitations of the adopted health status measure.
In terms of health behaviors, most of the characteristics influence consumers' use of media sources. Fewer, however, influence the use of casual sources. The ineffectiveness of the predictors may be understood by considering the nature of health information. Health information typically involves an idea, product, or practice that is essentially new for consumers; hence, health information may be thought of as an innovation. Given this, theory suggests that the information provider and the receiver should be different enough (in terms of expertise, values, or beliefs) from one another that the receiver perceives the provider as having credibility and, in turn, values the innovation (Rogers 1983 ). Perhaps, then, casual sources are too similar to consumers to be valued as important information sources. Future research should attempt to understand the conditions under which casual sources are effective in disseminating health information. The conditions might include accounting for information complexity, the ease with which it is communicated, the availability of other information sources, and the perceived costs associated with these sources. Research may also consider how the composition of casual information networks, especially whether they contain information facilitators such as opinion leaders, innovators, or mavens (Feick and Price 1987), influences their effectiveness in disseminating health information.
Despite the wide range of consumer characteristics and health behaviors considered in this research, future research may benefit from considering other factors in theory development. Such consumer characteristics as health self-consciousness (Gould 1990), ethnicity, subjective health knowledge (Brucks 1985), and objective health status levels may increase explanatory power. Additionally, our model does not consider several health behaviors, such as exercise and disease detection behaviors. Furthermore, because of its already-complex nature, this research does not formally model the relationships between health information acquisition and health maintenance behaviors, despite linkages found in the health literature (Rakowski et al. 1990 ). Future research should consider such characteristics, behaviors, nand relationships in theory development.
Another direction for future research to consider is how consumer characteristics interact with stimuli (e.g., information) that have either motivation-enhancing characteristics (e.g., uses novel stimuli to enhance attention) or ability-enhancing characteristics (e.g., provides a context that creates relevant knowledge structures). How, for instance, do motivationenhancing stimuli affect consumers with varying health motivation levels? Are ability-enhancing stimuli more effective with low-ability consumers? Further, given that stimuli can "trade off" certain processing out-comes depending on their nature (e.g., attention-getting stimuli can be motivating but also difficult to understand; see Maclnnis et al. 1991 I am concerned about health hazards and try to take action to prevent them. I try to protect myself against health hazards I hear about. I don't worry about health hazards until they become a problem for me or someone close to me.* There are so many things that can hurt you these days. I'm not going to worry about them.* I often worry about the health hazards I hear about, but don't do anything about them.* I don't take any action against health hazards I hear about until I know I have a problem.* I'd rather enjoy life than try to make sure I'm not exposing myself to a health hazard.* 
